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W 000 INITIAL COMMENTS W 000

 This visit was for the investigation of complaint 

#IN00197198.

Complaint #IN00197198 - Substantiated, no 

deficiencies related to the allegation(s) are cited. 

This visit was done in conjunction with the post 

certification revisit (PCR) to the extended 

recertification and state licensure survey.

Dates of Survey:  June 20, 21, 23, 24, 27, and 28, 

2016.

Facility Number:  001023

Provider Number:  15G509

AIMS Number:  100245150

Res Care Community Alternatives SE IN was 

found to be in compliance with 42 CFR part 483, 

subpart I and with 460 IAC 9 in regard to the 

investigation of Complaint #IN00197198.

Quality Review of this report completed by 

#15068 on 7/11/16.
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